Background: Colonoscopy [CS] is the standard for assessing disease activity in ulcerative colitis [UC], although invasive and poorly tolerated. Bowel ultrasound [BUS] may be a valid alternative in UC patients; however, the comparative accuracy between BUS and CS is unknown. Conclusions: BUS is a non-invasive, easy-to-use tool to manage UC patients in clinical practice. HUC were very accurate in assessing disease activity in UC patients.
Introduction
Ulcerative colitis [UC] is a chronic idiopathic inflammatory disorder that causes mucosal inflammation of the colon and is characterised by a relapsing-remitting clinical course. 1 Activity and severity of inflammation influence management and treatment modality of UC patients. 2 Ileocolonoscopy [CS] is considered the first-line procedure for the assessment of UC. 2 Mucosal healing, defined by a Mayo score of 0-1, is recommended as the therapeutic goal in clinical practice. 3 However, CS is an invasive procedure that may increase the risk of bowel perforation, particularly in case of severe flare. 4, 5 In addition, it causes discomfort and repeated colonoscopies are not well accepted by patients. Bowel ultrasound [BUS] is a well tolerated, non-invasive, non-radiating, cheap, easy-to-use tool to manage UC patients in clinical practice. Up to now, there are only few data evaluating accuracy of BUS in assessing disease activity and severity of UC. [6] [7] [8] The comparative accuracy of BUS versus CS, as reference standard, in assessing disease activity and severity is not yet well known.
The aim of this study was prospectively to assess the diagnostic accuracy of BUS in detecting disease activity and severity in adult patients with UC, comparing with CS, as the reference standard, and to develop non-invasive quantitative criteria (Humanitas Ultrasound Criteria [HUC]) of disease activity based on BUS findings.
Methods

Study population and examinations
Consecutive adult patients with established diagnosis of UC [for at least 6 months], seen in a tertiary referral centre [Humanitas Research Hospital, Milan, Italy] between September 2015 and November 2017, requiring routine investigations by CS, were prospectively assessed by CS and BUS within 1 week, irrespective of disease activity. The examinations were performed with a standard video endoscope [Fujinon, Japan] by an expert endoscopist with at least 7 years of experience, who was blinded to the findings of BUS; whereas BUS was performed by two independent gastroenterologists experienced in US [each with at least 6 years of experience], unaware of the results of the other diagnostic procedures.
In order to be able to compare different procedures, the ileocolonic tract visualised at BUS was divided into four segments: ileum, caecum-ascending colon [including ileo-caecal valve], transverse colon, descending-sigmoid colon. Treatment was kept stable in the interval between CS and BUS. All patients gave their informed consent for this study. Exclusion criteria were pregnancy, any contraindication to full CS [e.g. intolerance to preparation, severe flare], disease limited to the rectum [less than 15 cm at CS], and concomitant participation in other clinical trials.
All patients meeting inclusion criteria and none of the exclusion criteria, underwent complete clinical assessment. The disease was considered clinically active if the partial Mayo score [PMS] was higher than 2.
9 In a subgroup of 34 patients, blood and stool samples were obtained in the same week as BUS, for cell blood counts, C-reactive protein [CRP] , and faecal calprotectin [FC] measurements.
Endoscopic findings
The endoscopic activity was evaluated by CS, according to the Mayo endoscopic sub-score: 0 = normal or inactive disease; 1 = erythema, decreased vascular pattern, mild friability; 2 = absent vascular pattern, erosions; and 3 = spontaneous bleeding, ulcerations. Mucosal healing was defined by an absolute Mayo endoscopic subscore of 0 or 1. 9 Mayo endoscopic sub-score was calculated globally and per segment. The extent of disease was defined according to the Montréal classification into ulcerative left-sided colitis [up to the splenic flexure] and extensive colitis. 2 CSs were performed after standard bowel preparation by administration of 4 L of polyethylene glycol [PEG].
BUS findings
All patients underwent BUS 3 days before or after CS. BUS was performed after a 6-8 h fast, using an Aloka Arietta V60 with convex and microconvex probes [4] [5] [6] [7] [8] . Neither preparation nor contrast were used. The entire abdomen was systematically scanned starting from the right iliac fossa. The following parameters, selected based on a literature search, were evaluated. Colonic wall thickening [CWT] [normal values up to 3 mm] was measured in longitudinal and transverse sections, from the interface between the mucosa and the lumen to the interface between the serosa and the muscle layer. A mean of three measurements for section was taken; colonic wall pattern [CWP] 6, 7, 10 The worst segment was taken into account. 
Statistical analysis
Development of the Humanitas Ultrasound Criteria [HUC]
Based on our findings in the comparison between BUS and CS, we aimed to build up non-invasive quantitative ultrasound-based criteria to identify patients with active UC, defined as patients with a Mayo endoscopic sub-score ≥ 2. We used the coefficients derived from the multivariable analysis to develop these criteria and we identified by a ROC curve analysis the best cut-off for disease activity in terms of sensitivity and specificity.
Statistical power
Since this was a pilot study, no sample size calculation was performed, but we assumed that at least 50 patients would be enough to address all the outcomes of the studies and to detect significant differences among the procedures, based on similar studies by Rimola et al. 11, 12 p-Values less than 0.05 were considered to be statistically significant. Stata software was used for all statistical analyses [Stata Corp., College Station, TX, USA]. The study was performed according to Good Clinical Practice guidelines and was approved by our Institutional Review Board.
Results
Patients
A total of 53 consecutive UC patients, irrespective of disease activity and current therapy, were included in the study. Baseline characteristics and clinical data of the study population are presented in Table 1 
BUS findings compared with CS
In Figure 3 Table 2 . The sensitivity and specificity of CWT > 3 mm were 89% and 87%, respectively. The three false-negative cases were referred to patients with mild erosions localised in the distal tract of sigma. No false-negative outcome was recorded in patients with severe endoscopic lesions [such as the presence of ulcers]. The three false-positive cases were patients with Mayo 1. The maximum wall thickness was 4.4 mm and there was never presence of blood signals at power Doppler. A CWT > 3 mm with a positive CWF had a specificity of 100% in assessing endoscopic activity. Finally, the interobserver agreement between the two operators for BUS was 86%, indicating an excellent agreement.
BUS and FC in combination compared with CS
In the subgroup of 34 patients for whom FC measurements were available, using the ROC curve, FC value > 101 µg/g had a sensitivity of 100%, and specificity of 67%, with an area under the curve [AUC] Table 3 . The presence of a CWT > 3 mm or of a calprotectin value > 101 µg/g had a sensitivity of 100% in assessing endoscopic activity. The combined presence of CWT > 3 mm, FC value > 101 µg/g, and the CWF had a specificity of 100%. 
Development of the Humanitas ultrasound criteria
The BUS parameters related to endoscopic activity of UC were included in the enquiry Humanitas Ultrasound Criteria 
Discussion
This prospective study compared the diagnostic accuracy of BUS versus CS, in assessing disease activity and severity in UC. CS is considered the first-line procedure for the assessment of UC, and mucosal healing, defined by a Mayo score of 0 or 1, is recommended as the therapeutic goal in clinical practice. 2, 3 Patients with UC undergo repeated CS to assess the activity and severity of lesions and to monitor the response to treatment. However, CS is an invasive procedure, poorly tolerated by patients. In addition, it is not always practicable during a severe flare because of the risk of perforation or clinical worsening. 4, 5 Compared with CS, BUS has the advantage of not requiring any preparation, of being non-invasive, less costly, well tolerated, and easily repeatable, representing a valuable tool in the management of patients with UC. Whereas the role of BUS for assessing the small bowel and complications in Crohn's disease is well known, 13 in UC we have only scarce and retrospective data. [6] [7] [8] Maconi et al. reported in 30 UC patients a significant correlation between the degree of CWT at BUS and endoscopic activity of disease, both before and after treatment. 6 Parente et al. evaluated the response to treatment in 83 UC patients and found a good agreement and an excellent agreement between endoscopic and BUS findings at 3 and 15 months, respectively. 8 We prospectively compared the accuracy of BUS versus CS [as the reference standard], in a blinded fashion, in 53 UC adult patients, irrespective of activity of disease and current therapy. CWT, CWF, hypoechogenic or lost CWP and the presence of enlarged lymph nodes significantly correlated with the endoscopic activity [Mayo sub-score ≥ 2; p < 0.05; Figure 3] . At the multivariable analysis, only CWT and CWF showed to be independent predictors for endoscopic activity by binary logistic regression analysis. These parameters were used to build up non-invasive ultrasonographybased criteria (Humanitas Ultrasound Criteria [HUC] [1.4 x CWT in mm + 2 × CWF [dichotomous value, present = 1, absent = 0]) to assess and measure disease activity in our UC cohort. Our ROC curve analysis identified a score ≥ 6.3 as an indicator of endoscopic activity [Mayo sub-score ≥ 2], with a specificity of 100%. When we combined the HUC with FC, the accuracy of HUC did not change significantly [p = 0.490; Supplementary Figure 1] , suggesting that HUC alone may be able to catch all patients with endoscopic remission and more than 70% of patients with active disease. Rather than complementary to faecal calprotectin, our data suggest that HUC (either the presence of a CWF, and CWT > 3 mm [4.2/1.4] or the absence of a CWF, and CWT > 4.43 [6.2/1.4]) may be a sensitive and specific alternative in discriminating active from non-active disease.,
The diagnostic accuracy of BUS for endoscopically active disease was 88% and, in the subgroup of 34 subjects for whom FC measurements were available, the sensitivity of CWT > 3 mm or FC value > 101 µg/g for the presence of endoscopic activity [Mayo score 2 or 3] was 100%. In addition, the concomitant presence of CWT > 3 mm and CWF had a specificity of 100%. The value of FC we found is in agreement with data available in literature, showing that FC values between 50 and 100 indicate a quiescent disease, and FC values > 100 the presence of inflammation.
14 Also the extent of lesions defined by BUS well correlated with those found by CS [p < 0.0001].
The strong correlation found between BUS and CS makes BUS an easy, non-invasive first-line procedure for assessing disease severity and activity in patients with UC, allowing delay or even avoidance of CS in some circumstances. BUS may therefore be the preferred procedure for monitoring disease course and the short-term treatment response. This has implications not only for reducing risks due to invasiveness of CS and for increasing acceptability to patients, but also for reducing health care costs. The estimated saving in our hospital using BUS instead of CS is €60 per procedure, with an overall saving of €3180 for the entire study population [ Supplementary  Figure 2 , available as Supplementary data at ECCO-JCC online]. This study has several strengths. This is a prospective, controlled study, performed in a blinded fashion in adult patients with established diagnosis of UC, evaluating clinical, endoscopic, imaging, and biological activity at the same time [all assessments were performed within 1 week]; all BUSs were performed by two independent gastroenterologists with an excellent agreement, demonstrating that BUS is a reproducible tool to assess disease activity and to manage UC patients. We also showed that the combination of CWT and CWF alone was highly sensitive and specific for assessing disease activity with excellent correlation with endoscopy. The main limitation of the study is the exclusion of the patients with disease localised to the rectum, since transabdominal bowel ultrasound is not able to assess the rectum. Second, we did not collect FC in all patients; however, it is not likely that this influenced the statistical analysis or the construction of our Humanitas Ultrasound Criteria, since the p-value of 0.97 is far from significance. Furthermore, being an observational study, calprotectin was not centralised. In addition, not all patients performed BUS before CS, but nevertheless there are no clear data on bowel cleaning worsening colitis. Finally, endoscopic activity was evaluated according to Mayo score by just one expert endoscopist.
In conclusion, BUS may represent a useful first-line, non-invasive tool for assessing endoscopic activity, severity, and extent, and may be helpful to determine in a rapid manner whether a significant flare has occurred and to guide the management of UC patients, delaying or avoiding colonoscopy when it is not needed. In addition, BUS may be preferred in clinical practice for monitoring disease course and for assessing short-term treatment response, reducing the necessity of repeated CS, although specific data on monitoring will be needed. Larger multicentre studies are needed to confirm our preliminary findings and to test the reproducibility of BUS and of the HUC.
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